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Neckmassesinchildren areafrequentoccurrence
and can often create a diagnostic dilemma. In
such a situation the clinical history and physical
examinationareimportant. Athyroidlesionwhich
is rapidly enlarging, firm and non-tender,
associated with additional symptoms such as
hoarseness, stridor, dyspnoeaordysphagiashould
alertthecliniciantoapotentiallymalignantlesion,
particularly in the euthyroid patient.
The case presented illustrates many of these
primary features; however there was a strong
family history of autoimmune thyroid disease
which could have been misleading. The imaging
findings suggestedtheneedforurgenthistological
investigation which led to a prompt diagnosis
being made.
CASEREPORT. A thirteen year old boy noted a
swelling in the left side ofhis neck upon waking
one morning, whilst on holiday. He attended the
Accident and Emergency department of the
nearest hospital and he was referred for an
ultrasound scan. His parents were informed that
his thyroid gland was "enlarged" and they were
advised to seek further help on their return from
holiday. A week later he attended the Rapid
Response Clinic at The Royal Belfast Hospital
for Sick Children. His neck swelling had not
changed in size appreciably during this time and
he did not complain of any systemic symptoms.
The patient's mother stated that there was a
strong history of autoimmune thyroid disease in
the family, with three maternal relatives having
hypothyroidism and the patient's maternal
grandfather having suffered from hyper-
thyroidism. Clinically and serologically the
patient was euthyroid, and his thyroid
antimicrosomalantibodylevelswerenotelevated.
A repeat ultrasound scan was requested (see
figure 1). The scan showed an heterogeneous,
solid mass arising in the left lobe of the gland,
which was surrounded by a compressed rim of
more normal thyroid tissue. The mass measured
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Fig 1. Transverse ultrasound scan through left lobe of
the thyroid gland, showing mixed echogenicity
mass displacing thecarotid sheath (arrowed) and
compressing normal thyroid tissue posteriorly.
2.7 x 4.0 x 3.4cm. The left carotid sheath was
partly encased by the mass and was displaced
posterolaterally. An enlarged lymph node was
present along the left internal jugular chain.
Radiologically the diagnosis was thought to be
lymphoma orcarcinoma. An adenomawas feltto
be less likely, given the clinical history and the
short time period involved.
An isotope study was suggested (see figure 2).
This revealed a large "cold" area corresponding
to the tumour mass. A chest x-ray showed
deviation ofthe trachea to the right by the mass.
The lungs were clear.
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Fig 2. Isotope scanusing99mTc04showing a cold lesion
occupying most of the left lobe of the thyroid
gland.
A fine needle aspiration of the lesion was
inconclusive, andsurgicalbiopsy wasundertaken.
This confirmed the diagnosis ofnon-Hodgkin's
lymphoma stage IIA, with involvement of the
previously-noted cervical lymph node.
Computerisedtomography ofthechest, abdomen
and pelvis did not show any further evidence of
disease progression. The patient was referred to
the care ofthe paediatric oncologists and he was
commenced on chemotherapy. Five months later
he is well and responding to treatment.
DISCUSSION
Thedifferentialdiagnosisofthyroidenlargement
in childhood is wide and includes Hashimoto's
thyroiditis, subacute (presumably viral)
thyroiditis, abscesses, cysts, thyroid dysgenesis
with residual and/or ectopic functioning tissue,
benignadenomasandcarcinoma. I Todifferentiate
between them, historical details relating to the
mass itself; whether itis tenderto the touch, how
fastithasgrownandwhetherornotitisassociated
with any systemic upset should be ascertained.
Anyfamilyhistoryofthyroidorotherautoimmune
disease or an history of previous head or neck
irradiation must also be documented. Attention
to the thyroid status of the patient is important
during the clinical examination.
In this situation an ultrasound scan is often
requested to help to define the lesion. An
ultrasound examination of the neck requires no
preparation or sedation, and does not involve the
use of ionising radiation. The technique can be
usedto define the precise location ofalesion and
its relationship to other anatomical structures. It
can distinguish solitary from multiple lesions
and solid from cystic lesions. The additional use
of colour Doppler demonstrates those lesions
which are predominantly vascular in nature.2'3'4
Thyroid scintigraphy reveals functional rather
than anatomical information. The studies can be
performed either with isotopes ofradioiodine or
using technetium-99m in the form of sodium
pertechnetate (NaTcO4). In both the monovalent
anioninvolvedis activelytakenupinthethyroid.
Radioiodine is oxidised andutilised forhormone
synthesis as with dietary iodine. Pertechnetate is
notorganified. Resultant images classify thyroid
nodules as either hot, warm or cold according to
the degree of radionuclide accumulation. A hot
nodule nearly always indicates a benign
functioning adenoma.5 The majority of cold
nodules will also be benign and would include,
for example, cysts, abscesses and haematomas.
The proportion of solitary cold nodules that are
malignant varies widely, but is generally quoted
as lying between 12-35%.6
Primarycarcinomaofthethyroidglandpresenting
in childhood is uncommon, accounting for only
1.5% of all malignancies before the age of 15
years. Two thirds ofthese tumours occur in girls
between seven and 12 years. The major types of
thyroid cancer in childhood are papillary (70%),
follicular (20%) and medullary (5-10%).
Lymphomaofthethyroidis anunusualcondition
that has been described almost exclusively in
elderly Caucasian females.2'7'8
This case is both rare and unusual, in that it
describes primary non-Hodgkin's lymphoma of
thethyroidglandinathirteenyearoldmalechild.
Less than a dozen cases of this condition in
childhood have been described in the world
literature and the majority of these have been in
girls.9 Thyroid malignancy should be considered
in the differential diagnosis in children who
present with a rapidly enlarging neck mass.
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